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Dr C. Lever is a pioneer in endovascular infrarenal aneurysmectomy, with some of the best results published in the
literature. He attempted an endovascular stent in an octogenarian that required an acute open repair. The procedure was
touch-and-go and the postoperative course a train wreck, with multiple organ dysfunction syndrome. After steadily
deteriorating, the patient died. The son has filed a lawsuit claiming Dr Lever did not specify that a standard procedure
might need to be done as an emergency. Dr Lever usually indicates an open procedure might be necessary, but the resident
did not include whether or not Dr Lever did so in the informed consent note. Regarding technical details in the informed
consent note:
A. Always include operative details that will increase the risk, no matter how rare.
B. Operative details are not necessary.
C. Complications are the only necessary important components of informed consent documentation.
D. As long as you postoperatively document what happened in the OR, you are legally and ethically all right.
E. Every factor that could influence the patient’s decision must be mentioned and then adequately documented.
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aDon’t let it end like this. Tell them I said something.
Pancho Villa’s last words (7/20/1923)
As Dr Oscar Creech, a technical genius, noted many
years ago, “Postoperative care starts in the operating
room.” Hemodynamic instability thrashes the biochemical
foundations of life, particularly in those who can least afford
the insult. Surgeons work hard to get the patient off the
roller coaster as quickly as possible. Fortunately, most of
the time, surgeons avoid the painful slow deterioration
experienced by this man and his family.
When surgical therapy goes dreadfully wrong, there is a
different connotation about responsibility, whether what
went wrong occurred in the operating room or afterwards.
With postoperative problems, it seems the patient’s body
failed, whereas, problems developing in the operating room
imply that the surgeon’s skills were not up to the task. After
long difficult procedures, especially emergency procedures,
fatigue takes two different forms. If the patient is doing
well, the surgeon is tired and happy. If the patient is dead or
not doing well, the surgeon is depleted.
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1830The case prompts the title question: “How informed
eed be informed consent” and how complete its docu-
entation. Informed consent has evolved greatly during
he last century; surgeons told patients in the past what they
lanned to do, without much fanfare or respect for auton-
my. In fact, surgeons a half century ago would have been
uzzled if “patient autonomy” was mentioned; it was a
father knows best” world.
The law of informed consent was developed by state
nd federal courts, often in response to surgical cases.1 The
urgeon’s obligations regarding informed consent should
e understood to be primarily moral, as well as legal;
nformed consent is the right thing to do. Thus, every
urgeon should know the proper way to obtain and docu-
ent informed consent.
The process has several steps that must be completed.
he surgeon must disclose adequate, clear information,
ommensurate with the intelligence and emotional status
f the patient and family, about the patient’s diagnosis and
ts surgical management. The disease process’ undesirable
utcomes warranting intervention, alternative therapies,
he possibility and likelihood of complications, and the
ecovery period should be emphasized. Because every sur-
eon performing major visceral procedures has had patients
ie when it was thought they would live and live when it
as considered they would die, the point should be made—
ithout “crepe hanging”—that there are no guarantees
egarding major operations.2 The patient and family should
nderstand the major complications and the possible dis-
bility that can result. In risky cases, it is wise to ask the
atient what the patient understands the surgeon to have
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Volume 54, Number 6 1831said about what could happen. The surgeon should be
attentive to unfounded beliefs, incomplete understanding,
and unrealistic expectations and respectfully correct them.
Careful consideration should be given to what items
should be mentioned. One of the most frequently over-
looked topics in teaching hospitals is failure to inform
patients about the role of trainees, especially who will be
doing their surgery if a resident under supervision is to be
surgeon.3 The general guiding rule for topics discussed is
any information that would influence the patient’s decision
making should be included. In the present case, the possi-
bility of an elective case becoming an emergency case
should have been part of the informed consent because
every competent surgeon would be aware of its possibility
and have planned for it and also because it would alter the
expected outcome.
In a large survey of gastroenterologists, informed con-
sent was an issue in lawsuits in 40%.4 It appears that
making the effort to inform patients of possible untoward
results and documenting the conversation provides protec-
tion against being sued; patients and families who agreed to
the possibility of bad outcomes are less inclined to sue. In
addition, consent to a procedure after being informed
about its risks confers legal immunity.
Medical malpractice defense attorneys will readily ad-
mit that their greatest problem is lack of documentation
and that the most effective defense begins with comprehen-
sive documentation. In teaching hospitals, the unwritten
pact between teaching staff and resident trainees is that, in
return for the teacher’s time and effort in education, resi-
dents do most of the charting. If a surgeon allows residents
to make informed consent notes and dictate operations, as
Dr Lever has come to learn the hard way, the surgeon
should check what is becoming the legal record. President
Reagan’s version of the virtue of prudence applies here:
trust but verify. In addition, if the resident’s chart entry is
not adequate, the opportunity to teach the resident respon-
sible documentation of the informed consent process
should be seized.
The purpose of informed consent is not to give the
patient a mini-medical education. It is to give the patient
sufficient information to understand that the patient is
being asked to authorize surgery, what the surgery involves,
and its expected outcomes. Detailing operative complica-
tions rare enough to provoke an editor into publishing a
case report is not necessary.
5Option A is overkill. Mention should be made of prob-
ems particular to the procedure being recommended, es-
ecially those associated with lifestyle changes such as
troke. Surgeons should be aware that disclosure in detail of
isks that should not influence treatment planning can
esult in information overload; the patient is not in a
osition to make judgments about what is clinically salient
nd rightly relies on his or her surgeon to do so.
Option B is underdone. Just as in the present case, if the
rocedure has intraprocedural pitfalls that can lead to seri-
us changes in risk, these should be mentioned. As just
entioned, intra-operative risks, prolonged rehabilitation,
nd any other information that might influence the patient
hould be given.
Informed consent extends throughout therapy when
dditional problems develop,5 but because our case deals
ith consent to perform the procedure, option D is irrele-
ant.
Option C equates informed consent to disclosure only
f risks. This is a mistake, because this approach disserves
atient autonomy. Patients need to understand and evalu-
te for themselves whether to accept surgical management.
f they do not understand the clinical benefits of proposed
urgery, they have no context within which to assess risk
nd reach a judgment about whether those risks are worth
aking.
This leaves option E as the best choice. As “informed”
ndicates, the patient must be fully aware of relevant facts to
nsure making a proper choice for them. From the sur-
eon’s responsibility the “Golden rule” as an ethic of
eciprocity is not adequate; as fiduciary, the surgeon must
o unto the patient as directed by professional responsibil-
ty and the patient wishes.
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